I. Introduction
Trauma-care systems in India are at a nascent stage of development. Industrialized cities, rural towns and villages coexist, with variety of health care facilities and almost complete lack of organized trauma care. There is gross disparity between trauma services available in various parts of the country. Rural India has inefficient services for trauma care, due to the varied topography, financial constraints and lack of appropriate health infrastructure. (1) Out of the many categories for trauma, blunt trauma to abdomen, forms one of the major categories of those patients, in whom, death can be prevented with timely intervention. (2) .
However most avoidable fatalities occur as a result of failed resuscitation and failure to recognise surgically correctable injuries. (3) Physical examination findings are notoriously unreliable. One reason is that mechanisms of injury often result in other associated injuries that may divert the physician's attention from potentially life-threatening intra-abdominal pathology. Other common reasons are an altered mental state and drug and alcohol intoxication. Coordinating trauma resuscitation, demands a thorough understanding of the pathophysiology of trauma and shock, excellent clinical and diagnostic acumen, skill with complex procedures, compassion, and the ability to think rationally in a chaotic milieu. (2) When the diagnosis is in doubt and clinical judgment suggest surgery , going ahead with exploration provides definitive treatment as well as a diagnosis , although a risk of negative exploration unless justified can increase the fatality. (4) Blunt abdominal trauma usually results from motor vehicle collisions (MVCs), assaults, recreational accidents, or falls. The most commonly injured organs are the spleen, liver, retroperitoneum, small bowel, kidneys, bladder, colorectum, diaphragm, and pancreas. Men tend to be affected slightly more often than women. (2) Our study highlights the various outcomes of patients who had been admitted with blunt abdominal trauma and were managed conservatively.
for trauma (FAST) and abdominal radiograph performed in the emergency department itself by a qualified radiologist. Also, the patients were subjected to Computerised tomography (CT scan).
Based on the clinical and radiological findings, patients were either managed conservatively or operatively. Patients who were hemodynamically unstable even after resuscitation and those who showed gas under diaphragm on erect/lateral abdominal radiograph, as a sign of perforation were immediately taken up for surgery and were thus excluded from our study group. Our study group involved patients who were initially resuscitated and responded to this line of management and hence conservatively managed. Each patient was granted a risk score that showed whether the patient could be managed conservatively or would require surgical intervention. .
Our risk factor scoring was based on 20 clinical parameters which involved vitals like pulse ,blood pressure ,age of patient ,mechanism of injury ,respiratory rate ,saturation of oxygen as per pulse oximeter ,comorbid conditions of patient (eg .Ischemic heart diseases ,diabetes) ,built and nutrition ,distracting injuries, imprint abrasion , pallor ,abdominal tenderness, guarding ,rigidity, coastal tenderness , pelvic tenderness ,flank pain ,abdominal distention, haematuria and usg score for hemoperitoneum. Using these parameters our patients were grouped into three categories: 1. Low risk: patients who did not require any surgical intervention and could be managed in the wards. 2. Moderate risk: These patients were managed in intensive care unit. These were the ones who did not need a surgical intervention but required intensive monitoring and management. These were potential candidates for operative intervention if chances of the outcome being better than the conservative approach were justified. 3. High risk: These patients were poor candidates for conservative management but had responded to initial treatment .These patients at some point would require surgery.
All the patients were assessed on guidelines as per trauma protocols and each patient is evaluated by the researcher. All patients have been evaluated radiologically by use of Ultrasonography and X-rays. CT scan use was strictly reserved for patients who lie in the category of moderate to high risk category as given by the researcher and at no point was the health and treatment of patient compromised in name of research.
Patients who were assigned moderate to high risk by scoring in emergency were all admitted to Surgical Intensive Care Unit (SICU) where all the parameters were evaluated every half hour for first 24 hrs and then every hour for the rest of the patient's stay. Ultrasound of the abdomen was repeated every 4hours for patients who were stated high risk by our scoring and every 6hours for patients who were at moderate risk. Patients who initially responded to resuscitation but later were unable to maintain their vitals or ultrasound showed any positive findings which prompted surgery were then declared as patients unfit for conservative therapy and delayed laparotomy was undertaken. The inclusion and exclusion criterion for our study was as follows: Inclusion Criteria:1)Age 18yrs and above. 2)History of blunt trauma to abdomen <24hrs Exclusion Criteria:1)Penetrating injuries .2)Head injury component GCS <14 . 3)Age <18. The above data shows age distribution among our trauma patients. Our study shows 41 percent of adults in age group of 31-50 and a close 40 percent of young patients in age range of 18-30. Adults above age 50 forms a small group of patients ie. 19 percent. The above data shows that maximum number of patients belongs to male gender forming 85 percent of our study group and females form a mere 15 percent. Road traffic accidents form a major etiology of blunt abdominal trauma with 63 % and a fall from height following a close second with 21 %. Abdominal tenderness forms a major presentation when it comes to blunt abdominal trauma as it is present in almost all patients occupying 96 % followed closely by guarding and coastal margin tenderness at 62% and 53%respectively. Hospital duration stay depends upon many factors; most of the conservatively managed patients have a maximum of 5 days stay. Hospital stay increases with presence of co-morbid conditions, other concurrent injuries, old age, mechanism of injury and many other factors. Hospital stay reflects the nature of injury and is directly proportional to impact the injury has on patient outcome. The above two data shows that among our study group of 100 patients who were managed conservatively only 17 percent underwent delayed laparotomy while maximum number of patients ie.83 percent were successfully managed conservatively. TABLE 9 showing complicated and uncomplicated cases in operative and conservative management. Most of the patients managed conservatively did not have any complications. Most common complication was sepsis and pneumonia ie. 9 % and 6 % respectively. Out of the 43 patients who had complications 25.6% cases were post operative complication forming 64.7% of total number of operative cases. While 74.4% of cases under complication belonged to conservative management, which formed 38.5% of the total cases managed conservatively. In the above data its shows most commonly injured organ was mesentery (39 %) followed closely by liver (25 %) and spleen (19%) involvement. Least injured organ was pancreas which formed only 1%. The above data concludes that distracting injuries that is injuries other than injury to abdomen increases the hospital stay and hence increases the morbidity, the health care cost and affects the final outcome. The above study shows that younger age group responds better to treatment modalities with positive outcomes and minimum complications and hence an early discharge from hospital compared to older age group which are bound for poor response to interventions weather conservative or operative. The above data shows mechanism of injury playing a vital role in deciding the outcome of injury. More grievous the mechanism of injury more severe the injury which is reflected by increase in the hospital stay.
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IV. Results
1-5 DAYS=1, 6-10=2, 11-15=3, 16-20=4, >20=5 * LOW RISK=1, M ODERATE RISK=2, HIGH RISK=3
Cr o sstabulatio n The above data shows that the score we have put forward validates as patients with low risk i.e 77.1% and patients with moderate risk 22.9 % of the total 83 cases managed conservatively did not need any surgical intervention.
The second table shows that 17 out of the 100 cases who underwent delayed laparotomy out of which 64.7% were marked high risk and 35.3 % were moderate risk were predicted to undergo surgical intervention which again validates our score.
VI. Discussion
Injuries account for at least 10% of deaths worldwide, and low-and middle-income countries are disproportionately affected (WHO 2010). As these countries industrialize, the burden of injuries would continue to grow ( Blunt abdominal trauma, amongst injuries, causes significant morbidity and mortality. This study concentrates on the various aspects of blunt trauma.
Mechanisms of injury have major impact on the patient outcomes. The most common cause of blunt trauma abdomen reflected in our study was road traffic accident accounting to 63% of the cases. This was comparable to various other studies in India and worldwide. Mohapatra et al have attributed 62% cases of blunt trauma to abdomen to RTA. Study by Curie et al has also reported 58.6% cases due to RTAs. (6)(7)Fall from height formed the second most common cause (21%) followed by assault (9%) and hit or fall of heavy object (7%) (8) .
In our study most of the patients were in the third to fifth decade of life forming a total of 81 %. Only 19 % were in the age group above 50 years. The mean age group in our study was 37 years. Many of the studies done showed similar results. A study by Richard curie showed maximum cases in the second to fifth decade of life (59%) with mean age of 28 years.
Like most of the studies, our study also shows domination by males. Around 85% cases in our study were males. Tripathi et al have also reported 71% male patients in their study with a male to female ratio of 4.4:1 (6) .
Out of our 100 cases, 96 % presented with abdominal tenderness with local or generalised guarding present in 62 %, coastal margin tenderness in 53 %, flank pain 29 %, pelvic tenderness 25 %, haematuria in 19%, abdominal distension in 12 % and guarding in only 12 % of patients. Our study is comparable to Tripati et al which reported abdominal tenderness and guarding in 80% and 58% as two of the most common presentation of blunt abdominal trauma(6)(7) (8) .
Hospital stay reflects the number of days required for treatment which in turn reflects the final outcome. The maximum hospital stay was 45 days as seen by us. It was seen mostly in the post operative cases with complications like anastomotic leak and also with co morbidities like diabetes mellitus and associated other injuries like long bone fractures. It was observed that patients managed conservatively had complications that arose from co-morbid illnesses like diabetes, ischemic heart disease and hypertension. In our study the duration of hospital stay ranged from 1 -45 days. Patient without co-morbid conditions had a minimum stay range from 1-5 days. These patients formed 42% cases, while patients with co-morbid conditions of moderate and high risk formed 8% and 1% respectively. Patients with stay ranging from 6-10 days had patients with no co-morbid conditions 9% with moderate risk of co-morbid condition 3% and high risk of 2 %. Patients with stay of 11-15 days had patients with no co morbid condition as 3 %, moderate risk of 3% and high risk of 2 %. Patients having stay of 16-20 days had 3% of cases with no co-morbid condition while moderate risk and high risk had 2 % and 0% respectively. Only total of 22 % of total cases had stay ranging from more than 20 days out of which high risk category formed 8%. Our study indicates that patients with known co-morbid conditions like ischemic heart disease, diabetes and hypertension had increased hospital stay and these factors definitely had a significant impact on patient outcome.
Patients with distracting injuries like chest trauma, fracture of upper limb and lower limb when present with abdominal trauma increased the hospital stay and also affected the outcome. Such patients when labelled as high risk 13% showed significant change when compared to patients with no other injuries 67%. Of these 67 cases, 92 % had stay ranging from 1-5 days while those cases of high risk where distracting injuries were present 40.9%. The 13 cases of high risk category had hospital stay more than 20 days. This was vital in proving that distracting injuries directly affected the outcome of patients who were conservatively managed.
Age plays an important role when it comes to the final outcome of injury to patients. It is evident that in absence of any co-morbid or distracting injuries younger age group 18-30 fair better than older age group of 31-50 and above 50 constituting 43.1%, 35.3% and 21% when it comes to minimum hospital stay. On the contrary, age group of 31-50 constituted 45.5% of the cases who had maximum duration of stay in hospital more DOI: 10.9790/0853-1509093849 www.iosrjournals.org 49 | Page than 20 days. This reflected that as age increases, patients tend to develop more complications in either conservative or operative group. This also affects the hospital stay and the response to treatment. Our study observed that the knowledge of mechanism of injury played an important part as far as predicting the injury pattern and its outcome. The study showed that more grievous the mechanism, longer the duration of treatment. High risk injury formed 45.5 % out of the total 22 cases who had prolonged treatment compared to just 18.2% in low risk category. While in trivial or low risk, mechanism of injury formed 78.4% of the total 51 cases which had minimum stay for treatment. A meagre 2% of patients with high risk had treatment duration of less than 5 days.
In our study, out of 100 cases, 43 percent had complications.Most of the patients managed conservatively did not have any complications which formed 61.4% of total cases managed conservatively. Most common complication was sepsis and pneumonia constituting 9 % and 6 % respectively. Out of the 43 patients who had complications 25.6% occurred post operatively forming 64.7% of total number of operative cases. While 74.4% of cases belonged to the ones managed conservatively. Reasons for occurrence of complications in conservatively managed patients were poor build and nutrition, older age group, pallor on presentation and presence of distracting injuries. This reflected that complications occured less in patients managed conservatively as compared to operative patients. Complications in the patients managed conservatively occurred due to causes other than the trauma like myocardial infarction, ketoacidosis which got aggravated due to trauma and played an important role in outcome.
VII. Conclusion
An accurate method for quantitatively summarizing injury severity has many potential applications. The ability to predict outcome from trauma (ie, mortality) is perhaps the most fundamental use of injury severity scoring, a use that arises from the patient's and the family's desires to know the prognosis. More recently, physicians suggested that injury severity scoring can provide objective information for end-of-life decisionmaking and resource allocation. Trauma mortality prediction in individual patients by any scoring system is limited and is in general no better than good clinical judgment. Therefore, decisions for individual patients should never be based solely on a statistically derived injury severity score. However, scoring systems can serve to estimate quantitatively the level of acuity of injured patients that are applied to adjustments in hospital outcome assessments.
